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I. PLACES, DATES, AND PUR~POSE OF TRAVEL 

A, Tunis, Tunisia, Februaryl1-4, 1981lto patcpt nan expert
Study. Commiltt~ee on the Expans ion Qt Voluntary Surgical 5'5" 	 +:++#+ ++++:: ++ 'C+:+++++
+: +++++:+++++++ 


Contraception into Rural, Remsote and Peripheral Areas. This
m~eeting was sponsored by the World Federation of Health 
Agencies for the Advancement of Voluntary Surgicali
Contraception. 

.B.~ Geneva, Switzerland, February 5, 1981, to visit the World 
Health 	 Organization and discuss potential collaborative wor 

-between WHO and CDC. + 


'. 	 ..C. London, England$ February 5-6, +'to visit theon theInternationalPlanve~d ::Parenthood+Federat+ica+:+in1981$ 	 iconsultatio 


'I' ~~developmeont of the international survey of fertility and. .... 
fertility ontrol-related deaths in' IPPF-asoiated countries. 

II. 	 PRINCIPAL CONTACTS
 

.A. Tunis, Tunisia, February 1-d4., 1981.:
 

.amoud F..at.all., M.D., Doan, Faculty of Medicine$
 
Univetsity of Assiut, Assiut, Egypt
 

.~~ Atiqur Rahman Kchan, 14.8.8.5., Dr.P,H., Bangladesh Fertili'ty

Rea~roh Program, Dacca, Bangladesh
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Professo .44,Jdoo Senior. Adio toChireron.Ntin
 

~ .:~-',.Badri- Hah Pande,,M;D, 'Chief, Nepal Fam~ily Plannin'g and; I~ 
4M 4ternal'and a 'Child Helh Mii7y~f'e'lh Ktadu ea


4Virgilio Oblepiaat, M#D,,Direcor, Ferili~ty Care Center,
 

~~, Mary Johnston Hospital, Manila, Philippines ~i~'~. 
$ineo Souad Chater, ireotor,Generall National Qfficq oft Family.<.4: 

Planning and, Populatio,,Tuis, ,.TUi±a'. .. 

44Marilyn 4Eo Schima,' R, *Ed*.1 M.P4H.0 Executive Secretary,
Assoiationjor Voluntary Sterilization, New.4YorW.< ~, 


''Mao J. flolfeldLAssistant Director for Prog'rasand Field < ''' 

IOperations, 4lnternational Project, Association fr Voluntary 
~, Sterilization, New Ycrk44 >><~'-~, __________ 

Advancement of Voluntary Surgioa14 Storilization, New Yor'k<'A.4
 

4B. Geneva, Switzerland, February 5t 1981: 


Blrian ?oCarthy, M.D., M4aternal and Child Health Division, World
 
Health Organization
 

Alex Kebisler, M.D., Ph.D., 4Director of the Special Programme for,
 
Human Reproduction, World Health Organization
 

Mark A. felsey, M.D., M.P.H., Human Reproduction Unit, World Health
 
~ Organization


Julian Gold, M.B.B.S., World Health Organization
 

C. London, England, February 5-6. 1981:
 

~;;.''' International Planned Parenthood Federation.Department$ 


Dorino Kramer, M.D., Medical Epidemiologst, InternationalPlne
 
Parent~ivod Federation
 

111. ACCMISHMENTS4i
 

I presented a paper oni Monitoring Sfety of Contraceptive Sterilization in
 
Developing Countries: Assessing Mortulity and Morbidity (available on
 
request). I redrafted the medical standards for World Federationvof Health
 
Agencies for the Advarioement of Voluntary Surgical Contraception (VFHAAVSC)
 
and participated ina site visit 'to the birzeit Family Planning Clinic where I
 

4 4 

observed a learosoopio sterilization.
4 . 

WFHAAV$C agreed to endorse the establishm~ent of an international registry of 
sterilization-asoiated deaths and accept th^ definition of sterilization 



death which I proposed. Dr. 'Miguel Trias, Director of Urban Programus for 
Profamilia in Colombis, contributed information on four sterilization
associated deaths inColombia (Table 1). H~e believes the reporting of
 
sterilization-assooiated deaths iscomplete becuse Profamilia pays the costs
 

4 



of.treatm~ent for all compliations including doliveries'for sterilization
 
failures, but notfor induced abortions, which are illegal. About'half of
 

K 	 procedures were by ainilaparotomy ad half by laparosoopy (Table~

,....:sterilization 


2). The reduction ina minilaparotoy procedures in1980 was'due oa cutback
 
-'I' inavailable.finn~lcial.resources. The sterilization death rates for 
..
 

Profamilia are 2.2 and '2.per 100,000 procedures for minilaparotomy anld
 
laparoscopy, respativeiy,(Table 3).
 

~...-.<. 2 Dr. Parade (Nepal.recalle'd 1 sterilization-associated 04eath-14 day3_after thel 
procedure. -The!"*eat oacurred-in 1972 and Wa3.ttributed.ttyphoid Dr.
 

,.,,~.,...Khanl recalled ~4tetanus deaths associated with tubectorniea inKhulna,
 
in 1974. .Bangladesh, had
Dr..Judo estiiated that possibly 10 deathi 


courred-in-Indone3i ........
 

Thoe purpose of this maeeting was to explore ways to improve aaessibility of ~ 
safe, voluntary sterilization services for couples living inrural, remote and~ 
peripheral areas who want permanent contraception..Some administrators. 
believe that accessibility of surgical contraception alonle will-lead to its 
acceptance and use., In any case,' this committee foused on improving the 

-. 

supply side, not motivating acceptors. Some participants provide selective 
services 	to increase acceptability of' sterilization services. . 

-health 

Moreover, all participants felt surgical sterilization belonged Irn CH
 
services inprimary health oare, but several pointed out that vertical. family
 
planning programs were morn effective and effScont. 

of the critical problems relate to political acceptance, transportation,
*Some 

cost*,. variations in cultures, religion, and, knowledge of methods. Othe. 
issues included inadequate facilties, lack, of health manpower, need for... 
community involvement, scarcity of medical jupplies and drugs, limited 
transportation and communication, scheduling in rural areas, and models for
delivering sevcs Some Interestng poit mad by Ir more person
 
Include: 

1)Counseling and informed consent may be more important for 
1) ecome than tubeotomies: a)An unhappy vasectomized man may... 
acueth program 'of castration. bMehaelonger reproductive 
life spans than women during which to develop a reason to regret 
their operation. a)Women are more likely than men to be highly
 
motivated because of pregnancy experiences to went sterilization. 
Similarly, a vasectomy-associated death may have more negative 
impact on a program than a tubaotomy-associated death. Another 

- .	 

corollary of this phenomenon isthat' sterilized women ea more. 
likcely than men to favorably advertise their surgery to their 
friends. This oubjeot requires more study. 

2) Minimum essential facilities include a clean room with water and 
adequate light and usual toilet faciltiesI* . 

"'"' 1 	 1'+++++++++++r 	 ++ +" +'+ +1:+ 
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')CommuniIty ±nvolvement ismore essential inremote and rural areas' 
~ i a 	 than in urban and peripheral areas, Need support of commrfunity 

leaders; need adequate informations, education, babysitting,
h eotn oftransportationi, folwpsrie nold 


comPplicationls needing assistance@.
 

4) R~ates of denial of sterilizationl services vary between 1%,and 10% of 
toerequsigseizaon InColombia 1~-2% are denied for, 

medical' reasons, 10-15% because they) are'too young, too old, ,or do 

not have enouzgh ohildren., InNepal about 10% are'denied services'~----
for medical re63onsf Inthe Philippines,"albout '10% aredenied, 

A major reason for 'denying a woman surgiacontracepton-4sevce.

th-~~V's-penn-adsei -cnu etpenny 

-isillegal inseveral of these countries.,~:termination which 

*5) Scheduling Of surgical contraception inrural areas may depenid on'-a
 
inclement weather pattern*, seasonality of conceptions, occupationala
 
responsibilities, especially inharvesting agriculture products, and
 
'on mobility of rural nomadic populations.
a 

6) 	 of reporting of complications may depend on
 
-Completeness 


availability -of compensationl for treatment, pregnancy care, burial
 
exppnse, etc. This study group generally opposed the practice of,
 -

finanoial compensation for those who die following sterilizationl
 
.. .. 

complicationls.
 

7)I The advantages of integration With HCHi services include a)- use of
 
a 

cotmmon facility, b) improved acpbitywhen provided with 
-

selected health services. The integration-of health services with 
- - 

-a- j 

fail plnin a be especill useful) fo a vluntary
 

organization. The disadvantages of integration with government I4Cf
 
- -, . 

services isa)the low priority often given family planninlg$ and b) 
- the look of adequately developed -MCI services. Regardless of mods 

-

delivery, sterilization services should only be provided in - -. -of 

conjunct ion with interval methods of contraception.
 

The duration and details of training physicians to do sterillzations
 a8) 

vary between countries and previous skills of physicians. Training 
a 

Traininlg general practitioners inBangladesh to do minilaparotomy
obstetricians to use the loperoscape requires 2-3 days inColombia.
 

Physicians may be trained most appropriately In
requires' 2-3 weeks.-
.. 5their own country or in regional settings comparable to their home 

-countries. Expansion of 4ervices requires an increase in local or 
regional train~ing 	capacity* Paramedics should be trained as support
 
staff and mays under selected superviaed conditions, undertake aa 
more major role Ini expanding sterilizSation services. 

9) Provision of sterilization# In a central facility may be cheaper for 



______ 

.e"
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ca(empirioal
4the program and may permit higher. quality ser,iOO 
evidence laoking).,.However, central facilities are usually les
 
convenient and less acceptable to patients. tMoreover, ifovernight
 

4lodging is provided, than costs may be higher, 

1)We disced thepros and oons'of, laparoisopy and ujlhleparotomy. 
Representatives from Nepal, Colombia' atIithe Philippines fa Ivored thle 
laparoscope, particularly for high volume oentera ,doing 
serilizations.i an abulatory oar 6etnoPrpnns ftl 

......... -

laparoacooe claim itrequires 1es'lighto:'permits more rapidrJ 
sterilizations, requires 1055 medication# arid iamore popular.>
 
However, high. initial cost* and high mainteinance equiremenlts mike
 
laparoscopy particularly ijsetii2ffor h±ij -voldume 6nti'6; 
laparosoope costs about $6,000, and maintenance costs average'$2,000 
per year. A33umin an aveageequipment lifespania4 years, the; 
equipment cost per year is $2,000. Then the cost'per 10,000 
procedures ranges between $400,000 and $4,000 depending on whether 1 
or 100 procedures are performed each week.
 

Procedures Equipment Cost
 
In In Per Per 10,000
 
1 Week 50 Wes Procedure Procedures 

5 250 80,000.8 

10 500 54 40,000
 
20 1,000 2 20,000
 
50 2,500 M8O800O
100 5,000 .540 4,000
 

I infer that physicians who perform steriliation3Ifrequenltly 
should be trained primarily inminilaparotomy procedures while 
physicians prroriil large numb~ers of sterlLzation3 with adequate 
equipment logistics and maintenanlce support might preferably us*the 
laparoscope. Inseveral programs, physicians perform 1,000.or more 
laparosoopio sterilizatlons per year, 

Marilyn Schisa, R.N., Phd.. Executive Virecotir of WFAAVSC, requested that CDC 
provide ansistance to VVAAVSC incollecting and analyzing dateaon aterili
zations. This would require a trip to New York Ct nMy18 n oCio 

91 n t aioEgypt, approximately November 1981#4v 

No:, Seth~ Atkins will prepare a detailed report of the Study Committee work. 

a brief 7 hours between flights InGeneva, I was pickad up at the 
.Durtng 


airport by Dr. Brian floCarthy and visited the V1orld Heilth OrganiLzations, where 
for liweeI Interviewed Dr. Alex Kessler, Director of the Special Program*e 

http:1,000.or


a Dr. Foege 1'
 

Reproduction, gjnv4 two of hi staff,' DrakBle nDr.,Julian Gold, I 
debriefed Dr. Susan Holoic on her recent consultation to Bangladesh,,and met 

-* 

withDr. Brian McCarthy to discuss his work with the'MCH Division, .Dr. Alex 
Kessler and I explored opportunitie3 tar collaborative work between WHO and 
'CDC* 'He expressed particular interest inthe study on abortion and materna' 
mortality in Bangladesh. I subsequently revieweditheir 1980 4'nnual .report and 
concluded that oonsultanoie3 for WHO, collaborative training'activities, and2 

.........	 on4
support for internationals who have boon' trained in epidemiology at CDC are 
'three areas for potential collaborative work-oonsi'stent with our respective
 
objectives.-


Dr. Brian McCarthy and I discussed the establishment of acollaborative 
iinatal -surve! Iance-rjeot-between-WHO fCDC-~Eiory-ni verality-mnd--he-7-per 

.Geor'gia Health Department. 


I consulted with Dr. Pramilla Senaniyake and Dr.~Dorin. Kramer, IPPF/London,
 
inthe development of the international sur'ecy of fertility and fertility
 
control-related deaths inIPPV-aseooiated countrie3. We reviewed the final
 
draft of the questionnaire and letters to be sent to the FPAs and made some
 

* final revisions. Dr. Kramer indicated the survey would require 6 months
 
beyond her scheduled ab;..6nment and asked whether she could. be considered for
 
an extension. I agreed to consider the request itshe had concurrence from
 
Dr, Paul Wiesner.
 

IV. ftKCOMEDATIONS 

1. 	 Since the laparoscope is an extrefely useful instrwwent for high 
volume sterilization services, the Centers for Disase3 Control. 
should consider training and assigning public health advisors
 
(PHAs) to national and internationl program providing
 
sterilization services. These PflAs could markedly facilitate
 
logistics, equipment maintenance, and dm1.t supplies. Moreover, 
with medical epidemiologist training and supervision they could 
assist In monitoring serious complications. This might be 
analogous to their role In using the jet Injector gun inthe 
eradication of smallpox and other immunization programs. This 
would be a useful contribution to the delivery of maternal health 
care 	as part or primary health servics. 

*$:i I2:.;,<... -	 ) 

2. CDC (PPED) should provide opideuiiologic assistance to the World 
Federation (WF)IAAVSC) In a) collecting and analyzing data on 
sterilizations, and b) *pideniologio inveetidstlvub of d2lusters of 
steriliatton-sacciatod deaths. 
ii+?oi 	 I ++++ ++:-,*-+++, .	 -,*-++ -+++ ++:++ 

3. CDC (PZD) should collaborate with WHO0, when consistent with both 



- -
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agencies' masina and available funds, in collaborative 
epidemiologio investigations andtraining activities related to, 
human reproduQ'tive health and~family planning service delivery,
 

4,FPED shouldgcontinue bollaboration,with'IPPF in an international
 
-s 
 urvey to detoot sterilizatio -assoiateddeatha; 

4, 5-- W.Ho ,M. 
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Table 2
 

SURGICAL STERILIZATIONS, BY TYPE OF PROCEDURE,
 
PROFAIVlTA, COLOMBIA, 1973-1980 

Total IMi n . !,kparoqSopv . Other 

Number Percent Nwlnmlb, tcrcont ,Numler Pe rcent Number Percent 

19 7 3 .... 3-1 0 )......-,I" 

1474 1,912 100.0 390 "'O.4 1,286 ., 235 . 

1075 8,05'1 100.0 2,810 ,149 5,121 53.4 127 1.0 

116 i8,039 700.0 8,597 4147? 9,163 tO.8 297 1.& 

1977 31, 17 1l.) 21,296 57.4 15,499 47.8 322 0.11 

1)18 40,352 700.0 21,656 L.4., 11,158 ,W:.h 1,538 ,. 0 

197q 47,646 100.0 23,263 4R.8 22,854 48.0 1,550 3-. 

1',60 36,460 700.0 13,723 37.0 22,017 rO.4 720 

I89,922 100.0 92,073 48.5 93,098 49.0 4,789 



STERILIZATION-ASSOCIATE!) DEATh RATES, BY TYPE PROCEDIIRE', 
PROFAIIA, COLOMliA, 1973-1980 

Prwcedurci )eaths Rate (95% C. 1.) 

Mini laparotomy 92,071 2 2.2 (0.3-7.3) 

Laparoscopy 93,098 2 2.1 (0.3-7.7) 

1Per 100,000 procedures 


